27.
Struck by counter balance

A 48-year old employee was killed while cleaning a wood chip screener used in the process of making wood chips into paper.  Workers A and B were assigned to clean out four wood chip screeners.  However, worker B had a hearing test scheduled that morning and was not available so worker A proceeded with the task himself.  While he was cleaning out one of the wood screeners, worker C arrived to help, hung his lock on the #1 screener disconnect but did not close it, and climbed inside to clean it out.  Worker A walked back to the control room and noticed an unclosed lock hanging on the switch box.  Not realizing that worker C had arrived in the area, worker A removed the lock and restarted wood chip screener #1.  He then went back into the control room where he noticed some personal affects that didn’t belong to him.  He returned to wood chip screener #1 to investigate just as it started up.  The counter balance of wood chip screener #1 struck employee C, causing a massive contusion.  It took approximately 30 minutes to rescue employee C and he secumed to the injury on the way to the hospital.

Citation 1
	Item 1a   1910.145(c)(1)

Item 1b   1910.146(c)(2)

Item 2a   1910.146(d)(2)

Item 2b   1910.146(d)(3)

Item 3   1910.147(d)(4)(ii)

Item 4a   1910.147(e)(1)

Item 4b  1910.147(e)(2)(i)

Item 5   1910.147(e)(3)
	The employer failed to evaluate the workplace to determine if an spaces are permit-required confined spaces.

Because the workplace contained permit spaces, the employer failed to inform exposed employees, by posting danger signs or by any other equally effective means, of the existence and location of the danger posed by the permit space.

Under the permit space program required by Paragraph (c)94) of this Section, the employer failed to identify and evaluate the hazards of permit spaces before employees entered them.

The employer failed to develop and implement the means, procedures, and practices for safe permit space entry operation.

Lockout devices utilized were not affixed in a manner that held the energy isolating device in a “safe” or “off” position.

Before lockout or tagout devices were removed and energy was restored to the machine or equipment, authorized employees did not inspect the work area to ensure that nonessential items had been removed and that machine or equipment components were operationally intact.  

Before lockout or tagout devices were removed and energy was restored to the machine or equipment, authorized employees did not ensure that all employees had been safety positioned or removed from the work area.

Each lockout or tagout device was not removed from each energy isolating device by the employee who had applied the device.
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Lock on switch box is not locked








